Gender inequality is driving two distinct yet interlinked epidemics among women in India: HIV and AIDS and domestic violence. As domestic violence is increasingly recognized and HIV infection expands, policy and programs do not reflect the interlinked risks and consequences in married women's lives. This article seeks to establish the nexus between HIV and AIDS and domestic violence and identify potential areas for a state-led response. In a health and human rights approach, it assesses women's vulnerability to each epidemic at the individual, societal, and program levels to analyze direct and underlying factors that determine women's risk. India encara una doble epidemia de violencia dom?stica generalizada y la infecci?n, cada vez mayor, de VIH entre mujeres monogamas casadas. La violencia dom?stica se reconoce cada vez m?s y las infecciones con VIH incrementan, pero las politicas y los programas no reflejan los riesgos y consecuencias interrelacionados en las vidas de las mujeres casadas. Este an?lisis procura establecer el nexo entre VIH/SIDA y la violencia dom?stica e identificar ?reas potenciales para una respuesta impulsada por el estado. Utilizando un enfoque basado en la salud publica y los derechos humanos, el an?lisis evalua la vulnerabilidad de la mujer a cada epidemia al nivel individual, social y de programas, para identificar los factores que determinan el riesgo para la mujer. Las ?reas identificadas como oportunidades para una respuesta integrada incluyen: fortalecer las estrategias contra VIH y la violencia dom?stica y abordar sus aspectos coincidentes; incorporar una perspectiva de g?nero; y mejorar los datos y la investigaci?n. 
women vulnerable to either, or both. In an effort to call attention to their specific vulnerabilities, married monogamous women are the deliberate focus of this analysis. Marriage is nearly universal (94%) among Indian women by the age of 25-29 and is most often accompanied by a bride's residence in her husband's family home.2 A focus on monogamous women does not imply that women in India do not engage in extramarital relations (one recent study in rural Gujarat points to the contrary) but rather emphasizes the predominant situation of married women whose husbands present the primary risk of domestic violence or HIV infection. 3 Vulnerability implies a lack of empowerment and indicates the extent to which an individual is capable of making informed decisions about his or her own life.4 Vulnerability manifests itself at the individual, programmatic, and societal levels, thereby linking epidemiological risk to broader and deeper factors that increase the likelihood of exposure to risk-generating situations. Vulnerability at the individual level illustrates an individual's cognitive ability related to risk of HIV infection or domestic violence, while program vulnerability refers to the extent that services address individual needs and circumstances.5 Societal vulnerability encompasses the socio-cultural and economic factors that create risk-inducing circumstances and influence who is affected by HIV and AIDS and domestic violence. This article compiles data and research to identify married women's vulnerability to HIV and domestic violence separately at each of these levels in order to ultimately highlight their intersections and identify areas for intervention.
A Health and Human Rights Framework
In an effort to link the underlying causes of HIV infection and domestic violence to state obligation to promote and protect women's human rights, this vulnerability analysis is situated within a health and human rights framework.6 Integration of human rights obligations within the analysis provides a normative context in which to assess and improve the national program response, while drawing attention to broader factors that affect public health. Although the nongovernmental sector plays a critical role in service delivery and policy advocacy, this article focuses on the state's importance as the central policy-maker and its role in ensuring a nationwide response in accord with human rights obligations.
International human rights treaties do not explicitly address domestic violence or HIV and AIDS; however, relevant rights are enshrined in the International Covenant on Economic, Social and Cultural Rights (ICESCR), the International Covenant on Civil and Political Rights (ICCPR), and the Convention on the Elimination of All Forms of Discrimination against Women (CEDAW).7 India has been party to both covenants since 1979 and ratified CEDAW in 1993, with reservations in regard to cultural and customary practices and equality in marriage and family relations, including age at marriage in the latter.8 India also entered a declaration stating that it would not interfere in the personal affairs of any community without its consent.9
Limitations
The internal regional variation, divergent cultural and linguistic traditions, and complex social structures of India force any meta-analysis to make broad assumptions. A lack of comprehensive national data on married women's vulnerability to HIV infection and limited research on domestic violence limit this analysis. Further, while recognizing that the nongovernmental sector plays a critical role in service delivery and policy advocacy, the sheer number of nongovernmental organizations (NGOs) in India prevents an analysis of program efforts within this article. Lastly, the spread of HIV infection is at different stages throughout the country, whereas domestic violence is a nationwide phenomenon.10 Yet given that the HIV and AIDS epidemic is steadily progressing and that the vulnerability of women is pervasive throughout India, addressing the nexus of domestic violence and HIV will be widely relevant for public health.
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The International Human Rights Framework A range of human rights address factors that relate to women's vulnerability to HIV infection -specifically ability to negotiate safer sex, access to health services, and social status. In particular, Article 12 of the ICESCR guarantees the individual the right to health -a key obligation in regard to women's access to services."1 In General Comment 14, the Committee on Economic, Social and Cultural Rights interprets this right to health to include being free from discrimination on grounds related to HIV and AIDS and also notes the need for prevention and education programs related to sexual health.12 Further, Article 19 of the ICCPR guarantees the right to information -an especially pertinent factor related to sexual decision-making and health. Women in the first study reported that they lacked the courage or power to suggest condom use to their husbands, believing that the risks of upsetting the status quo in their marriages outweighed the benefits.36 In situations where married women perceive they are at risk, negotiating condom use requires overcoming women's traditionally more submissive role in sexual relations, as well as a cultural emphasis on fertility. On average, women in India marry at 19.7 years of age, and a significant proportion become pregnant during their first year of marriage.37A1so, younger women are biologically more susceptible to HIV infection. 38 
Domestic Violence
The International Human Rights Framework Globally, the human rights system provides a normative context to assess a government's obligations regarding domestic violence. Violence against women is one of the most pervasive yet least recognized human rights violations because it is most commonly perpetrated in intimatepartner relationships. 39 
The Indian Environment
In India, despite regional differences in women's status, the prevalence of domestic violence is widespread throughout the country. 44 The NFHS in 2000 of more than 90,000 women reported that at least 1 in 5 women, and 1 in HEALTH AND HUMAN RIGHTS 147 3 poor women, has experienced physical violence since age 15. 45 The International Clinical Epidemiologists Network (INCLEN), which conducted a more in-depth, multi-site household study that included psychological violence, reported that 40% to 43% of the women (N=9,938) experienced at least 1 incident of physical or psychological violence.46 The study included only women who had at least one child, and may have therefore underreported prevalence. Rural women reported the highest prevalence of violence, followed by women living in urban slums.
Of all women reporting violence, 63% reported at least 3 instances of physical abuse, while 68% indicated experiencing psychological violence. Nearly 15% of the total sample reported 1 or more incidents of forced sex during the past year. Further, 50% of women who experienced violence also indicated abuse during pregnancy.47 An additional study on women's autonomy found that 37% to 40% of women reported physical violence or intimidation, with narrow disparities in regard to religion or age, and slightly higher prevalence in a Northern state.48
Women's ulnerability A woman's economic position in the home is related to violence. Unemployment of both husband and wife is strongly associated with physical and psychological violence, and there is a positive correlation between a husband's regular employment and a lack of both physical and psychological violence. Women in homes with fewer appliances, a proxy indicator for lower socio-economic status, are also more likely to experience abuse or be more likely to report it.49 Notably, violence occurs more frequently when women are more educated than their husbands or have better jobs than their husbands.50 While these data do not indicate a simple relationship between employment and violence, it is clear that violence is closely linked to economic power relations.
Women's health, another indicator of status within the home and society, is associated with domestic violence. The INCLEN study reported that women with poor physical or mental health were more likely to report both physical and psychological violence.51 Although almost half of women required health care due to violence, very few seek services. Most cited shame, home-based care, and lack of economic capacity as reasons for not seeking external medical care. One in five also cited lack of freedom, imposed by their husbands, as an obstacle to receiving heath care.52 ln addition to causing physical and psychological harm, domestic violence increases women's long-term vulnerability to other health problems such as chronic pain, depression, and drug and alcohol abuse.53
Studies cite harassment related to dowry as a cause for violence: 12% of women experienced violence due to her marital home finding her dowry unsatisfactory.54 A husband's use of alcohol is positively correlated with a woman's risk of violence.55 Although spousal alcohol use is not necessarily an indicator of women's vulnerability, the situation leading to violence demonstrates a lack of women's capacity to protect herself from alcohol-induced violence. Research has also indicated that women with violent childhoods were twice as likely to report abuse in marriage.56 Conversely, women with higher levels of social support within the home and community were significantly less likely to report physical or psychological violence.
Between 50-75% of women interviewed for various studies believe that violence against a woman is justified if she neglects household responsibility or acts disrespectfully. 57 Women also cited that their husbands' suspicions of infidelity were a leading cause of violence; according to the NFHS, one-third of women felt that infidelity justifies abuse.58 Few women permanently leave abusive relationships. More than half explained that they stayed in a relationship because they considered violence to be normal, whereas others cited socio-cultural norms, economic stability, or family honor as reasons not to leave. 
The Societal Context
Strengthen Individual Approaches
Policies and programs in each area would be mutually strengthened through addressing the overlap between HIV and domestic violence. A key action by the government may be to develop linkages between policy-makers in HIV and domestic violence prevention and to establish a plan for developing training and education modules at the national, state, and district levels for each issue that integrates the other. Within HIV efforts, domestic violence awareness can be mainstreamed into prevention efforts such as information campaigns and peer education curricula. As NACO prepares for NACP III, it will be critical that programs to address women also address domestic violence. Similarly, domestic violence policy and programs can ensure that counselors and health care providers are trained to screen women for HIV and provide counseling and testing referral services for those at risk. Further, government-led integration of HIV and reproductive health services presents an opportunity to integrate domestic violence in both programs.
Within the existing HIV and AIDS program, wider and systematic integration of initiatives to address gender, such as life-skills training on sexual negotiation through peerbased community programs and local women's groups, can improve outreach to married women. Also, through exploring innovative approaches to promoting safer sex within marriage, such as male responsibility and female-controlled methods, prevention campaigns present an opportunity to address the obstacles that women face in negotiating condom use. With intensified initiatives such as the Family Health Awareness Campaigns to reach rural women, HIV prevention efforts are a forum to raise sexuality and sexual negotiation in direct, forthright communication.
The intersection between domestic violence and HIV has specific implications for VCT services and partner-notification policies. Specifically, programs must re-evaluate the utilization and access of married women to VCT centers in HEALTH AND HUMAN RIGHTS light of the widespread prevalence of domestic violence. Fear of violence may be an impediment to utilization of VCT; further monitoring and research is critical. Also, existing VCT centers can improve accessibility by ensuring the availability of female counselors and providing couple counseling on request. VCT services also provide an opportunity to screen and counsel women for domestic violence and identify women at risk of HIV due to a history of violence. Training for VCT counselors should include domestic violence awareness, service referral, and recognition of the potential harm of disclosure of HIV status for women.
In the domestic violence response, a multi-sectoral national action plan that integrates health, legal, and social responses will be critical to addressing domestic violence. Collaborations between state and nongovernmental services have proven successful and should be replicated. 112 A key facet of such a response should be community-level interventions such as shelters, counseling cells, referral services, legal aid, and one-stop crisis centers that give women access to legal, social, and health services in a discreet location. Given the socio-economic and cultural obstacles to seeking legal redress or divorce, centers that ensure women's safety and provide access to vocational training, income generation, and support systems will likely be most effective. A clear definition of domestic violence within the law will improve implementation of legal codes, combined with continued training and sensitization of police officers. Also, the response of health services to domestic violence would be considerably strengthened through provider training and outreach efforts, with special effort to integrate psychosocial services. Building on the government initiative, all providers and health clinics should have response and referral protocols.
Mainstream Gender in Programs and Policies
Mainstreaming gender in programs and policies calls for addressing the power relations between men and women as well as the societal context that increases vulnerability to both domestic violence and HIV. Gender mainstreaming occurs at different levels and is critical to addressing underlying issues.13 Addressing root causes of women's vulnera-bility requires a long-term, integrated, and multi-sectoral effort across sectors that include education, health, finance, and law. For example, in the legal code, reform of personal law to ensure equal inheritance, property rights, and criminalization of marital rape would greatly improve women's status and accordant ability to negotiate. Existing initiatives to work with men and women through life-skills training on relationships, sex, and gender roles within schools and community are also an opportunity to equalize gender dynamics.14 In entertainment and media, portrayal of positive gender roles in mainstream Bollywood cinema and television has wide potential for impact. In light of women's economic inequality, improving women's access to formal employment and credit, as well as social security and health benefits in formal and informal employment schemes, will have far-reaching benefits. Lastly, but not least, efforts must include men: to ensure meaningful male participation, successful models must be documented and replicated. Though this range of initiatives to mainstream gender is necessarily long term and challenging, it is key to reducing the vulnerability of women to HIV and domestic violence.
Improve Data and Research
Evidence is key to mobilizing action. Research and data collection efforts have not yet empirically captured this intersection: only one study has compiled information on both abuse and prevalence of sexually transmitted infection.15 Also, given the growing anecdotal evidence of HIV infection in married women, quantitative and qualitative nationwide research studies on the vulnerability of married women to HIV are crucial to substantiate increased focus. More nationwide studies on domestic violence, including the health impact, are critical to ensure a comprehensive response. Intervention-specific research that integrates men's attitudes toward violence, sexual relations, and negotiation will inform state programs and policy to maximize effectiveness. Further, a monitoring system that documents violence and utilization of health, legal, and social services will provide continuous information for evidence-based programming.
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Conclusion
The deep-rooted nature of both HIV and domestic violence in India calls for an expanded response to each epidemic, an integrated response at the nexus, and confrontation of their underlying determinants. India's historically strong women's movement and nongovernmental sectors have pushed forward reform in domestic violence legislation, have called attention to injustice in women's health, and continue to advocate for the disempowered. Yet, increasing rates of HIV infection in married women, coupled with the fact that up to half of all married women in India are subject to domestic violence, portend a significant crisis. The role of the state is therefore crucial to a widespread, comprehensive response.
Although this complex interplay has explosive potential, it also provides impetus to transform India's public health response. There are expansive opportunities for a state-led, rights-based response to addressing HIV and AIDS, domestic violence, and their links. Effective policies and programs must span a wide range of sectors, from the legal to school-based education, to address the roots of vulnerability. Focusing on women's vulnerability allows for recognition of the underlying determinants of risk and thereby integrates a broader perspective for intervention. Through policy and programs, the state can and should ensure an environment in which women are free from violence and empowered to mitigate their vulnerability to HIV infection. To begin, it must recognize this intersection.
